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Abstract
Thirty years after the beginning of the HIV epidemic, gay, bisexual, and other men who have sex 
with men (collectively called MSM) bear a disproportionate burden of HIV in the United States 
and continue to acquire a distressingly high number and proportion of new infections. Historically, 
HIV prevention for MSM has been focused on individual-level behavior change, rarely intervening 
with MSM as part of a couple. Yet, an estimated 33–67% of HIV infections among MSM are 
acquired from primary sexual partners, suggesting that work with MSM as couples could be an 
important contributor to prevention. Given the emergence of high impact combination HIV 
prevention, it is timely to consider how work with the broad variety of male couples can improve 
both personal and community health. Couples HIV testing and counseling for MSM is an 
important advance for identifying men who are unaware that they are HIV-positive, identifying 
HIV-discordant couples, and supporting men who want to learn their HIV status with their partner. 
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Once men know their HIV status, new advances in biomedical prevention, which can dramatically 
reduce risk of HIV transmission or acquisition, allow men to make prevention decisions that can 
protect themselves and their partners. This paper highlights the present-day challenges and 
benefits of using a couples-based approach with MSM in the era of combination prevention to 
increase knowledge of HIV status, increase identification of HIV discordant couples to improve 
targeting prevention services, and support mutual disclosure of HIV status.
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Introduction
Gay, bisexual, and other men who have sex with men (collectively called MSM) are the 
group most severely affected by HIV. While MSM represent approximately 2 % of the 
population in the United States (Purcell et al., 2012), in 2010 they accounted for 63 % of 
estimated new HIV infections (66 % if MSM who also injected drugs are included) (Centers 
for Disease Control and Prevention [CDC], 2012b). Even more striking, in 2010, young 
MSM (ages 13–24) accounted for 72 % of infections in that age group and 30 % of 
infections among MSM (CDC, 2012b). At the end of 2010, MSM accounted for an 
estimated 50 % of all persons living with HIV infection in the United States (56 % if MSM 
who also injected drugs are included) (CDC, 2013). This disparity is best captured in disease 
rates, which indicate that MSM had an estimated rate of diagnoses of HIV infection in 2008 
at least 59 times that of other men and more than 52 times that of women (Purcell et al., 
2012). Because of the very high prevalence of HIV and high rates of unidentified infection 
among MSM (CDC, 2010), the proportion of HIV discordant couples among MSM is higher 
than among other groups.
The ongoing HIV epidemic among MSM has led public health professionals, researchers, 
and the gay male community to try to identify the best prevention approaches to reduce HIV 
transmission among this population. Without decreasing HIV transmission among MSM, the 
goals of the National HIV/AIDS Prevention Strategy, released by President Obama in July 
2010, cannot realistically be met (The White House Office of National AIDS Policy, 2010). 
The recent advances in biomedical prevention have led to optimism that an AIDS-free 
generation can be achieved and spurred a formal “Declaration to End HIV/AIDS in 
America” (National Minority AIDS Council, 2012). There is broad agreement that reducing 
HIV among MSM will require a “combination” prevention approach (Kurth, Celum, Baeten, 
Vermund, & Wasserheit, 2010) that integrates the best behavioral and biomedical advances 
and knowledge in such a way as to provide high-impact prevention to specific groups, 
including MSM, that are most disproportionately affected by HIV (CDC, 2011a).
Historically, HIV prevention interventions and strategies for MSM have been individually 
focused (Chakravarty, Hoff, Neilands, & Darbes, 2012), whether delivered at the individual, 
group, or community level. In this model, decisions about sexual behavior for MSM are 
framed around individual autonomy and freedom to make personal sexual decisions. 
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However, most MSM are, will be or have been part of a partnership where they consider 
themselves a “couple.”
Male couples share many similarities to heterosexual and lesbian couples, but there are also 
important differences that are relevant for HIV prevention (Brady, Iantaffi, Galos, & Rosser, 
2013; Green & Mitchell, 2008). Although the landscape is changing, male couples have 
historically lacked societal support for their relationships, which means that the usual 
relationship expectations for heterosexual couples (monogamy, combined finances, mutual 
inheritance, etc.) do not necessarily apply unless explicitly discussed or implicitly adopted 
(Green & Mitchell, 2008). The vast majority of male couples make agreements on their own 
about a variety of issues, including setting parameters on sexual behavior within and outside 
their relationship (Gass, Hoff, Stephenson, & Sullivan, 2012; Hoff et al., 2009). MSM report 
a variety of sexual agreements within their primary relationships, including monogamy 
(permanent or periodic), allowing outside sexual partners (only when together or when 
either partner is alone with another partner) or agreeing not to ask about outside partners 
(Brady et al., 2013; Hoff & Beougher, 2010; Parsons, Starks, Gamarel, & Grov, 2012). 
While these patterns are also observed in heterosexual couples, gay communities have 
incorporated acceptance of different arrangements into community norms (Brady et al., 
2013). Most samples of MSM recruited for research report that at least half of men in 
primary relationships have an open relationship, although the definition of what “open” 
means varies widely as described above (Parsons, Starks, DeBois, Grov, & Golub, 2013).
For a variety of reasons, including trust and a desire for intimacy, many studies show that 
men are more likely to engage in unprotected sex with their primary male partners than with 
casual partners (Sullivan, Salazar, Buchbinder, & Sanchez, 2009). The shift of a partner from 
“casual” to” primary’ is not a bright line and is defined by the men in the relationship. This 
shift is an important time for risk because men may stop using condoms once they consider 
the relationship significant, even in the absence of recent HIV testing or knowledge about 
the partner’s HIV status. Younger men have higher partner turnover and may consider their 
relationships to be significant very quickly, leading to risk with potentially multiple 
significant partners in a relatively short time. In a study of men with steady partners, 55% 
reported unprotected anal sex within the first three months of the relationship and 46 % did 
not discuss it before it occurred (Davidovich, de Wit, & Stroebe, 2004b). Research in the 
Netherland, Peru, and the U.S. indicate that a substantial proportion of HIV infection among 
MSM is attributable to primary partners (Davidovich et al., 2004a; Goodreau et al., 2012; 
Sullivan et al., 2009). A recent U.S. modeling study estimated that 68 % of infections among 
MSM (95 % CI: 58– 78 %) may be attributable to primary partners (Sullivan et al., 2009). 
Using different data (from the U.S. and Peru) and a more complex model, another team 
estimated that from 32 to 39 % of infections among MSM occurred in main partnerships 
(Goodreau et al., 2012). In light of these results, it has been hypothesized that gay couples 
may have more difficulties managing HIV risk with primary partners than with casual 
partners and that prevention strategies must better account for relationship context to be 
successful (Chakravarty et al., 2012).
In light of the new biomedical advances that are dependent on HIV status, and in the era of 
combination prevention, the purpose of this article is to re-examine HIV prevention for 
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MSM in the United States by focusing at the dyadic or couple level. We believe that this 
approach has been underutilized in HIV prevention and could be an important contributor to 
high-impact prevention (CDC, 2011a).
HIV Prevention Activities for MSM Couples
To understand more about couples-based prevention approaches for MSM, we will first 
examine a new approach for couples-based HIV screening, which serves as an entry point 
for follow-up HIV prevention and care for couples. We will then examine three biomedical 
advances and their relevance for male couples and then review behavioral approaches. Each 
of these approaches is important to consider in developing high impact combination 
prevention for male couples and gay male communities.
Couples HIV Testing and Counseling (CHTC)
HIV testing has long been a key component of HIV control efforts in the United States and it 
is often considered the gateway to other HIV prevention and care services targeted to 
individuals based on knowledge of HIV status. Although HIV risk-reduction counseling 
conducted as part of HIV testing may include discussion about partner’s HIV status and the 
importance of disclosure, services have historically been offered to individuals alone and 
partner services are utilized after testing for confidentially contacting partners who may be 
at risk of exposure from a person who tests HIV-positive (CDC, 2006a). HIV testing 
guidelines have strong emphasis on confidentiality of test results and the inability of 
providers to disclose someone’s results without their permission (CDC, 2006a), which has 
contributed to the idea that testing is an individual service and that no one—not even a 
sexual partner—should be permitted to hear someone else’s test results at the time they are 
delivered. Male couples who have sought testing services together have been surprised when 
this service is unavailable, even with joint consent, due to the prioritization of individual 
confidentiality (Stephenson et al., 2011).
By definition, CHTC occurs when two persons who are in, or are planning to be in, a sexual 
relationship receive HIV testing together (World Health Organization [WHO], 2012). This 
approach follows a similar approach to individual HIV testing; however there are key 
differences in working with couples that necessitate training and support for providers 
delivering this service. In a CHTC session, risk discussion is facilitated by encouraging both 
partners to use non-specific language about partners and risk, rather than conducting 
individual risk assessments based on specific past risk. This approach reduces the potential 
for unexpected disclosures in the counseling session and is designed to minimize potential 
volatility. Test results are delivered to the couple together and counseling messages are based 
on the results of both partners (concordant HIV-negative, concordant HIV-positive or 
discordant HIV status) using a future-focused approach. Providers also use the opportunity 
to explore the couple’s agreements about sex outside the relationship.
In sub-Saharan Africa, decades of research on CHTC has demonstrated increased condom 
use, reduction in sex with outside partners, and reduced HIV transmission among 
heterosexual discordant couples (Allen et al., 1992, 2003; Fideli et al., 2001; Hira et al., 
1990; Kamenga et al., 1991; The Voluntary HIV-1 Counseling and Testing Efficacy Study 
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Group, 2000). Modeling has suggested that providing CHTC to cohabiting couples in sub-
Saharan Africa could avert 35.7–78.8 % of heterosexually transmitted infections that would 
otherwise occur (Dunkle et al., 2008). Additionally, studies suggest better uptake of HIV 
testing, improved adherence to prevention of mother-to-child transmission (PMTCT) 
recommendations, and acceptance of antiretroviral treatment among pregnant women and 
their male partners receiving CHTC as part of PMTCT interventions, compared to women 
receiving PMTCT alone (Becker, Mlay, Schwandt, & Lyamuya, 2010; Desgrees Du Lou et 
al., 2009; Farquhar et al., 2004; Kizito et al., 2008). While the context of PMTCT is different 
that CHTC, the benefits of working with couples together in PMTCT suggests further 
exploration of potential benefits of counseling the members of male couples together.
Given the evidence and experience from research and implementation in sub-Saharan Africa, 
CHTC was recently adapted and introduced for MSM in the U.S. Formative work has 
demonstrated that, with appropriate adaptations, CHTC with MSM in the U.S. is both 
acceptable and feasible (Stephenson et al., 2011; Wagenaar et al., 2012). This brief, 
structured HIV prevention approach could be a key foundation for a comprehensive HIV 
prevention, care, and treatment package for male couples because it facilitates case finding, 
assists with mutual disclosure of HIV status and discussion of sexual agreements among 
male couples, facilitates linkage to care and treatment, supports medication adherence and 
retention in care, and provides a platform for HIV prevention counseling around condom 
use, various biomedical interventions (see below), and other emerging HIV prevention 
technologies. CHTC is particularly important because research shows that HIV-negative 
male couples get tested at rates lower than the general MSM population, even after potential 
exposure to HIV (Chakravarty et al., 2012). Discussion of agreements is also an important 
part of CHTC because, even though most MSM report having an agreement, a substantial 
proportion also report discrepant understandings of their agreements, which contributes to 
risk within the couple (Hoff et al., 2009). One goal of CHTC for male couples is that the 
partners leave with a shared understanding of HIV risk and their sexual agreements and they 
are linked to appropriate follow-up services based on their test results. Recent research in the 
U.S. found that MSM who received CHTC reported less unprotected anal intercourse, 
strengthened communication within the relationship, and a sense of validation for the 
relationship, which may have implications for reducing risky behavior.
Although CHTC for MSM is in the early stages of adoption in the U.S., the CDC is 
developing a training plan for both community-based and clinic-based HIV testing providers 
and is engaging health departments and other key partners to develop plans to support 
practitioners who choose to adopt this approach. HIV testing programs in non-clinical 
settings may benefit from focusing not only on individual HIV testing, but also on CHTC; 
similar programs may be considered for inclusion in clinical settings. Targeting young male 
couples for this service may be a way to socialize them into the importance of HIV testing 
among MSM and about some of the challenges of staying uninfected, even in a primary 
relationship. Recent research found that young MSM, men of color, and men with a main 
sex partner were particularly interested in CHTC (Wagenaar et al., 2012).
Another form of testing with relevance for male couples became available in July 2012 when 
the Food and Drug Administration (FDA) (2012a) licensed an in-home HIV test for over-
Purcell et al. Page 5













the-counter sale. This test can be purchased online or at a pharmacy for approximately $40 
and it allows a user, in about 20 min, to learn his own HIV status or to engage in a form of 
“self-directed” couples testing to learn the HIV status of primary or casual partners. 
Research conducted before FDA approval indicated that HIV-negative gay men who never or 
rarely used condoms would be willing to use such a test to test themselves and potential sex 
partners (Carballo-Diéguez, Frasca, Dolezal, & Balan, 2012). Other researchers have 
hypothesized that the approval of the in-home rapid test could raise some public health 
challenges and be misused because users (1) may not fully understand the meaning of the 
test result because of window periods, (2) may use the test as a tool to permit risky behavior 
with presumed HIV-negative partners, and (3) may not follow up with confirmatory testing 
after a reactive (presumed-positive) result (Paltiel & Walensky, 2012). The CDC has recently 
funded the e-STAMP study to explore how often and under what circumstances MSM use 
such tests.
Biomedical Prevention
Effective HIV prevention with male couples in the U.S. now includes three biomedical 
strategies based on antiretroviral medication use. One of these HIV prevention strategies is 
delivered by clinicians in order to reduce transmission from men with HIV infection to their 
uninfected sexual partners through the prevention benefits of treatment (sometimes called 
“treatment as prevention” or TasP). The other two are provided to reduce susceptibility to 
HIV exposure when used by men who do not have HIV infection, either before potential 
exposure (pre-exposure prophylaxis or PrEP), or shortly after a suspected exposure (non-
occupational post-exposure prophylaxis or nPEP) (see Table 1). After describing each of 
these interventions, we describe how each is relevant for HIV prevention among discordant 
male couples.
Prevention Benefits of Treatment—A large randomized, placebo-controlled clinical 
trial was conducted among African heterosexual HIV-discordant couples (HPTN 052) to 
assess whether providing antiretroviral treatment (ART) to the HIV-infected partner earlier 
in the course of infection than guidelines recommended at the time would reduce 
transmission to their uninfected partners (Cohen et al., 2011). The trial showed a 96 % 
reduction in HIV acquisition among partners of those started on early treatment compared to 
those not yet eligible for ART. Based on this study, antiretroviral treatment guidelines in the 
U.S. were recently updated to recommend that ART be provided earlier for the clinical 
benefit of the infected individual, as well as preventing transmission to their partners (Panel 
on Antiretroviral Guidelines for Adults and Adolescents [Panel], 2013). The guidelines 
specifically indicated that ART be offered to HIV-infected persons who are at risk of 
transmitting HIV to their sexual partners.
The high efficacy of HIV treatment to prevent new infections offers opportunities and 
challenges for male couples (Smith, Powers, Kashuba, & Cohen, 2011). For example, while 
effective antiretroviral treatment of HIV-positive partners can be effective in reducing the 
risk of transmission from them, additional protective measures to reduce susceptibility of the 
uninfected partner to HIV and other sexually transmitted infections (STIs) may be especially 
important for couples where the uninfected partner has outside sexual relationships. In 
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HPTN 052, 7 (18 %) of 38 infections were not genetically linked to the partner’s virus, 
indicating acquisition from a partner outside the couple (Eshleman et al., 2011). Condoms 
are still recommended for serodiscordant couples even if the HIV-positive partner has a 
suppressed viral load (Panel, 2013).
Pre-Exposure Prophylaxis (PrEP)—The FDA recently approved the use of daily oral 
doses of Truvada [300 mg tenofovir disoproxil fumarate (TDF) and 200 mg emtricitabine 
(FTC)] as preexposure prophylaxis to reduce the risk of sexual HIV acquisition among 
adults, including MSM (Food and Drug Administration, 2012b). This is currently the only 
PrEP regimen proven safe and effective for continuous daily use for months to years. A large 
randomized, placebo-controlled, clinical trial conducted with MSM and transgender women 
who have sex with men in North and South America, Asia, and Africa (iPrEx) demonstrated 
the efficacy and safety of PrEP for MSM (Grant et al., 2010)—the overall risk of acquiring 
HIV infection was 44 % lower among men given Truvada than among those given a placebo 
pill. Among men who reported taking greater than 90 % of their doses, Truvada® was 
associated with a 73 % efficacy. Comparing those with TDF detected in blood specimens to 
those without drug detected, efficacy was 92 %. The most common side effect (10%) was 
mild nausea for the first few weeks. Applying data on drug levels attained with directly 
observed dosing to the levels measured in iPrEX and modeling associated efficacy, 
Anderson et al. (2012) reported that daily Truvada® is “forgiving” of small amounts of non-
adherence to daily dosing. Drug levels found with taking all daily doses was associated with 
99 % efficacy and for 4 doses per week with 96 % efficacy). While this indicates that 
missing occasional doses may not compromise efficacy much, drug levels found with taking 
two doses per week were associated with significantly lower efficacy (76%). Another study 
among African MSM and sex workers found that adherence was highest in those assigned to 
daily dosing (83 %) as opposed to twice weekly (55 %) or coitally-dependent dosing (26 %) 
(Mutua et al., 2012). These two studies suggest that intermittent dosing strategies are 
unlikely to be as effective as the currently recommended daily dosing and reinforce the need 
to support adherence.
Based on the results of the iPrEx trial, CDC (2011b) issued interim guidance for its use with 
MSM in the U.S. that addresses some of the complex issues facing men and their providers 
in deciding whether and when to use PrEP. PrEP is not yet widely used, but health-care 
providers in a variety of locations and clinical settings are beginning to consider it or are 
already prescribing it (Tripathi, Ogbuanu, Monger, Gibson, & Duffus, 2012; White, 
Mimiaga, Krakower, & Mayer, 2012). Awareness of PrEP is still low among MSM 
(Krakower et al., 2012; Liu et al., 2008; Mimiaga, Case, Johnson, Safren, & Mayer, 2009) 
but a substantial proportion of MSM of all races expressed interest in PrEP after the 
intervention was explained (Barash & Golden, 2010; Mimiaga et al., 2009; Smith, Toledo, 
Smith, Adams, & Rothenberg, 2012). The recent establishment of a PrEP Medication 
Assistance Program providing Truvada® at no cost to low-income, uninsured U.S. residents 
reduces one significant barrier to PrEP use by economically disadvantaged persons (Gilead, 
2012).
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Non-Occupational Post-Exposure Prophylaxis (nPEP)—Department of Health & 
Human Services guidelines have recommended nPEP as soon as possible within the 72 h 
following sexual HIV exposures to prevent HIV infection since 2005 (U.S. Department of 
Health Human Services, 2005) based on biological plausibility, extrapolation from an early 
case-control study of PEP for occupational needle stick exposures, and a single 
observational cohort study in Brazilian MSM (Schechter et al., 2004). In the Schechter et al. 
study, men who were provided starter packs often did not accurately assess the risk of sexual 
exposures and initiate nPEP, which limited its efficacy. Despite the 2005 recommendations, 
there is still limited awareness of (Mitchell, 2012) and access to this intervention (Landovitz, 
Combs, & Currier, 2009) within the 72-h window following potential HIV exposure. In the 
context of an HIV-discordant couple, however, where either or both partners may recognize 
an exposure, and a partner can provide support for medication adherence, nPEP may be a 
valuable tool that meets occasional needs.
Common Features of HIV Treatment, PrEP, and nPEP Use for HIV-Discordant 
Male Couples—Because each of these clinically based interventions derive their HIV 
prevention efficacy from the direct biologic effects of the medications, achieving and 
sustaining effective drug levels is critical. This is dependent upon men taking the medication 
as prescribed which is affected by, (1) the attitudes and resulting behaviors of sexual 
partners, especially those in ongoing, emotionally important relationships such as couples 
and (2) HIV risk-reduction and medication adherence counseling practices of clinical and 
non-clinical providers.
Although adherence is key to the effectiveness of any of these antiretroviral prevention 
methods, little is known about medication adherence among HIV-negative men in HIV-
discordant couples because most research has focused on adherence among HIV-positive 
persons. In a PrEP trial conducted with African heterosexual HIV-discordant couples, high 
medication adherence was attributed to interpersonal factors, couples relationship 
counseling, and partner support for medication taking (Ware et al., 2012). This aspect of 
PrEP was not assessed in the study of attitudes of U.S. MSM in HIV-discordant couples 
(Brooks et al., 2011,2012). There are eight evidence-based medication adherence 
interventions identified by CDC’s Compendium of Evidence Based Intervention (CDC, 
2012a) that are designed for HIV-positive persons being treated with antiretrovirals for their 
own health. One of these interventions, called SMART couples, was designed for HIV-
discordant couples and was found to be modestly effective (Remien et al., 2005). 
Interventions that are designed for HIV-positive persons, including SMART couples, could 
be adapted for discordant male couples using PrEP, HIV treatment for its prevention 
benefits, or both. In addition, there are other counseling and HIV medication adherence 
support strategies that have been identified that could be adapted for HIV-discordant male 
couples who are using bio-medical prevention methods (Koenig, Lyles, & Smith, 2013).
As effective biomedical strategies become more widely used, there is mixed evidence about 
whether the prevention benefits of biomedical strategies could be offset by increases in risky 
behaviors or decreases in other preventive behaviors (risk compensation) (Grant et al., 2010; 
Guest et al., 2008; Kalichman, Eaton, & Cherry, 2010). Therefore, prevention counseling 
interventions are needed for use with biomedical interventions that take this possibility into 
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account. In this framework, care providers or their staff would first determine the level of a 
dherence to antiretrovirals by either or both partners, the viral load status of the HIV-positive 
partner, the openness of the sexual relationship for the uninfected partner, and other risk or 
protective factors for HIV acquisition. Then an assessment could be made of residual risk of 
acquisition or transmission, which would differ for each individual. Working with a care 
provider, a couple could gather accurate information that would form a basis for defining 
insufficiently protected sex and assist in identifying the most acceptable means to further 
reduce that risk.
STIs are frequently diagnosed in HIV-infected and uninfected MSM. For men with HIV 
infection, concurrent STIs could reduce the efficacy of treatment, as STIs increase genital 
HIV shedding despite suppressed blood levels of virus. In one systematic review, the mean 
point prevalence of STIs among persons with HIV infection was 16 % (Kalichman, 
Pellowski, & Turner, 2011). Since 2000, rising incidence of gonorrhea and chlamydia 
infection (Spaulding et al., 2012) as well as syphilis (Ganesa et al., 2012) has been 
documented among HIV-infected men in a U.S. military cohort. Rates of primary and 
secondary syphilis have also been rising among MSM in the general population (Su, 
Beltrami, Zaidi, & Weinstock, 2011) and is associated with increases in HIV diagnoses, 
especially in young African American MSM (Torrone et al., 2011). In general, STIs increase 
the likelihood of transmission and acquisition of HIV although a number of complex factors 
affect the actual likelihood of infection (Bernstein, Marcus, Nieri, Philig, & Klausner, 2010; 
Buchacz et al., 2008; Cohen et al., 1997; Kelley et al., 2011). Therefore, access to frequent 
testing and treatment for diagnosed STIs is a critical part of HIV prevention for both 
partners in MSM couples. CDC (2006a) recommends that persons likely to be at high risk 
for HIV, including sexually active MSM, be tested for HIV at least annually. CDC (2006b) 
also recommends that all MSM be tested at least annually for STIs. More frequent HIV and 
STI testing is recommended for men who have “multiple or anonymous partners, have sex in 
conjunction with illicit drug use, or whose sex partners participate in these activities”(CDC, 
2006b).
Providing clinical and supportive counseling services to couples, each of whom retains the 
right to privacy of information provided as part of their care, raises special issues about 
facilitated disclosure and negotiated boundaries. Coordinating biomedical HIV prevention 
care may be especially complex when each member of a couple obtains health care from a 
different provider or clinic or with different payment sources. Resolving these issues in HIV 
prevention and treatment care settings can be informed by experience in the mental health 
and family/marital counseling areas (Margolin, 1982) as well as in the substance abuse 
treatment area (Simmons & McMahon, 2012).
Behavioral Prevention
A variety of behavioral approaches has been researched and implemented for MSM during 
the first 30 years of the AIDS epidemic. First we will examine structured behavioral 
interventions to reduce sexual risk for male couples and then community-developed HIV 
prevention approaches that consider the HIV status of partners.
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Evidence-Based Behavioral Interventions—Through 2011, CDC’s HIV/AIDS 
Prevention Research Synthesis (PRS) Project identified 74 evidence-based interventions 
(EBIs) to reduce sexual and injection risk behaviors to be included in CDC’s Compendium 
of HIV Prevention Interventions (CDC, 2012a). Most of these EBIs have focused on 
increasing condom use or reducing the number of partners. However, there are no EBIs 
specifically for male couples and one EBI for heterosexual couples (Connect) (El-Bassel et 
al., 2003). Another EBI that specifically targets African American HIV-discordant 
heterosexual couples (Eban) (El-Bassel et al., 2010) has been identified and will be added to 
the Compendium in 2013. Both couples interventions are theory-based, are delivered to 
intact intimate couples or groups of couples, and address interpersonal factors such as 
communication, safer sex negotiation, and problem solving skills. Reviewing studies that 
assessed behavioral interventions for heterosexual couples, Pequegnat and Bray (2012) 
concluded that couples interventions are more efficacious than traditional individual-level 
HIV prevention interventions in promoting condom use among HIV-discordant couples and 
preventing new cases of HIV.
Although no EBI for male couples has been identified, preliminary evidence of efficacy and 
feasibility of this approach was reported by Wu et al. (2011), who adapted Connect for use 
with methamphetamine-using, Black male couples and pilot tested the intervention with 34 
MSM couples using a pre-post design. Connect with Pride is a seven-session (90 min each) 
intervention, delivered to a male couple by a facilitator who addresses issues specific to 
couples, such as communication, joint problem-solving, and condom negotiation. The 
intervention also acknowledges potential risk reduction strategies, such as serosorting (the 
practice of making choices about sex partners or sexual practices based on the HIV infection 
status of both partners) and seropositioning (having an HIV-negative partner take the less 
risky role such as insertive rather than receptive position for anal sex). At follow-up, 
participants of the pilot study reported significant reduction in HIV sexual risk and drug 
using behaviors, including methamphetamine use and 82 % of the enrolled couples attended 
all sessions, demonstrating the feasibility of retaining high-risk male couples in a relatively 
intensive behavioral intervention. Wu et al.’s study showed the promise of a couples-based 
approach for MSM; however, evidence of efficacy needs to be demonstrated with a more 
rigorous study design.
Even when the efficacy of couples-based interventions for MSM is established, it is not 
feasible or appropriate for all male couples to attend this type of intervention. Couples 
interventions are relatively labor intensive and potentially high cost, making them potentially 
difficult to disseminate widely and reach a large number of couples. For example, the two 
EBIs for heterosexual couples and Connect with Pride consist of six to eight sessions and 
need to be delivered by skilled facilitators who can manage couples dynamics. Couple-based 
behavioral interventions may be most appropriate for MSM who are at very high risk for 
HIV infection/transmission, such as serodiscordant couples. Such interventions would be 
additionally beneficial if they addressed the availability of biomedical interventions and 
address couples’ questions on risk reduction when using both behavioral and biomedical 
approaches. In addition, as discussed above, brief provider-delivered interventions may be 
appropriate for men trying to use biomedical interventions to reduce risk.
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Community-Developed HIV Prevention Strategies Focused on HIV Status—In 
addition to the EBIs, there is a group of untested HIV prevention strategies that have 
emerged from the community and received widespread interest from community members, 
researchers, and public health professionals. The term “seroadaptation” is used to describe a 
broad range of strategies that include serosorting and seropositioning, which are intended to 
decrease the risk of acquiring or transmitting HIV by considering the HIV status of the 
partner. In December 2008, the CDC sponsored a consultation on serosorting practices 
among 3MSM (CDC, 2009) and published a statement highlighting limitations of 
serosorting as a risk-reduction strategy (CDC, 2011c). The World Health Organization 
(WHO, 2011) came to a similar conclusion for HIV-negative MSM and transgender persons. 
The WHO published the following conclusions and provided the strength of evidence for 
their recommendations: (1) consistent condoms use is strongly recommended over 
serosorting (strong recommendation, very low quality of evidence) and (2) serosorting is 
suggested over not using condoms under specific circumstances as a risk-reduction strategy 
(conditional recommendation, very low quality of evidence). The WHO also noted that 
people who use serosorting as a risk-reduction strategy need to be screened regularly for 
HIV and STIs.
There are significant challenges for couples who want to use serosorting, particularly the 
difficulty of ascertaining and maintaining accurate knowledge of their own and their 
partner’s HIV status if they are not consistently monogamous (Parsons et al., 2006; 
Zablotska et al., 2009). In a new relationship, factors such as HIV testing patterns, 
unrecognized infection, and recent HIV infection all play a role in whether men have 
accurate knowledge (CDC, 2010; Pitcher et al., 2004). Successful serosorting for HIV-
negative men is hampered by the difficulties that many men have in discussing their HIV 
status and by the guesses and assumptions men may make to avoid these conversations 
(Eaton, Kalichman, O’Connell, & Karchner, 2009). In addition, HIV status and risk behavior 
may change over time for a couple whereas decisions about sexual behavior are often 
negotiated early in the relationship. The FDA’s recent approval of an over-the-counter rapid 
test may facilitate the ability for couples to serosort although the 3-month window period for 
the test means that men who were recently sexually active cannot be certain of their HIV 
status from one test or rely on results immediately (Paltiel & Walensky, 2012).
Despite the challenges, there is interest in serosorting because data indicate that, although 
offering less protection than condoms, serosorting may provide some protection from 
contracting HIV when compared with sexual behaviors enacted without consideration of 
partners’ HIV status. For example, in a study of self-reported HIV-negative black and Latino 
MSM in the U.S. (Marks et al., 2010), men who serosorted (i.e., only had unprotected anal 
sex with other men perceived as HIV-negative) were less likely to have unrecognized HIV 
infection compared with men who did not limit their unprotected anal sex to partners 
perceived as HIV-negative (4.4 vs. 11.5 %). However, men who serosorted were more likely 
to be infected than were men who said that they always used a condom during anal sex (4.4 
vs. 2.7 %). Other studies have obtained similar results in samples comprised mostly of white 
MSM (Golden, Stekler, Hughes, & Wood, 2008; Jin et al., 2009). In contrast, a recent study 
in Seattle found a partially protective effect for white MSM, but no protective effect of 
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serosorting for African American MSM, as 42 % of newly diagnosed infections among 
African Americans were among men classified as serosorters (Golden, Dombrowski, Kerani, 
& Stekler, 2012). Numbers of new infections were small in all of these studies, which may 
explain different results. Golden et al. (2012) hypothesized that the lack of protection of 
serosorting for African American MSM may be due to high rates of infected men who do 
know their HIV status and the tendency for men to choose partners of the same race.
In Australia, a particular form of enhanced serosorting, called negotiated safety, was 
established early in the HIV epidemic to help HIV-negative MSM enter into and maintain 
sero-concordant relationships (Kippax, Connell, Dowsett, & Crawford, 1993; Kippax et al., 
1997). In negotiated safety, HIV-negative couples restrict unprotected anal intercourse (UAI) 
to each other and agree about sex outside of the regular relationship (Jin et al., 2009; Kippax 
et al., 1993, 1997). Important elements of negotiated safety include: (1) a primary 
relationship, (2) the relationship being established for at least 6 months, (3) shared 
knowledge of HIV-negative status supported by two HIV tests separated in time, and (4) a 
clear, spoken agreement about the types of sex allowed inside and outside of the relationship 
(usually no AI or no UAI outside the relationship) (Kippax, 2002). Only after all of these 
elements are successfully navigated are primary partners able to remove condoms.
Early research on the efficacy of negotiated safety suggested some protection (Crawford, 
Rodden, Kippax, & Van de Ven, 2001; Kippax et al., 1997), but research has consistently 
found a significant number of broken agreements (ranging from 10 to 40 %) (Hoff, 2005; 
Hoff et al., 2009). In fact, one of the most common reasons for recent serocon version 
among MSM in Australia was a breakdown of a negotiated safety agreement (Kippax et al., 
2003). A recent longitudinal study of 566 MSM couples provided details about the content 
of agreements between MSM couples and found that nearly all men who reported a primary 
partner reported an agreement about the permissibility and conduct of sex outside the 
relationship (Hoff et al., 2009). Among couples in which both men were HIV-negative (N = 
88 couples), 56 % of the couples had an agreement to be monogamous, 42 % had an 
agreement about outside partners with some restrictions, and 2% had an open relationship 
with no restrictions. Consistent with prior research, 31 % of men reported that they had 
broken their agreement in the previous 12 months and 55 % of these men did not disclose 
the breach (Hoff et al., 2009). HIV prevention was often not the primary motivator for the 
agreement, with restrictions focused on issues such as safer sex, location of sex with outside 
partners or that both partners participate together in outside activities (Hoff, 2005; Hoff et 
al., 2009). In addition, many agreements were vague or avoided explicit discussion of what 
was acceptable or considered safe, which left opportunities for misunderstandings and 
broken agreements (Hoff et al., 2009). Other data have also shown misunderstanding about 
the meaning of monogamy for male couples, with substantial numbers of men in 
“monogamous” relationships reporting outside partners (Brady et al., 2013; Hoff & 
Beougher, 2010). Because a successful negotiated safety agreement has many elements, 
some men may not be able to adopt all the elements that increase the likelihood of success 
(Guzman et al., 2005). Among London male couples, many had adopted part of negotiated 
safety (anal sex only with main partner) but many had not established that they had the same 
HIV status, a crucial step in negotiated safety (Elford, Bolding, Maguire, & Sherr, 1999).
Purcell et al. Page 12













Negotiated safety, if properly implemented, could be an important strategy to reduce HIV 
transmissions between HIV-discordant primary partners, even though their safety 
agreements can be even more complex (Beougher et al., 2012). The overall efficacy of 
negotiated safety for HIV-negative men at a population level is supported by data from Jin et 
al. (2009) who found that compared to HIV-negative men who reported no UAI, the risk of 
HIV infection was not raised by men who engaged in UAI with primary partners and 
reported following the tenets of negotiated safety. However, men who engaged in UAI and 
reported serosorting as their risk-reduction strategy were three times as likely to become 
HIV infected than men who reported negotiated safety. Agreements are already so common 
among MSM in steady relationships that they are a natural place to target prevention 
interventions based on negotiated safety. For negotiated safety to be successful, it is 
important that agreements are clear and explicit, that the potential for failure is discussed, 
that they are updated regularly, that breaches are disclosed, and that broken agreements are 
renegotiated and include re-testing for HIV and STIs (Guzman et al., 2005). Because 
agreements are so common, but also fraught with challenges, more research on how to 
support agreements among male couples is urgently needed. Understanding and negotiating 
successfully may be particularly difficult for some men (e.g., young men who are newer to 
same-sex relationships, previously abused men, substance abusing men). Recent data 
indicate that HIV-specific partner-provided support predicted reduced unprotected anal sex 
among HIV-negative couples with outside partners, whereas general partner-provided social 
support was associated with increased risk, indicating that interventions might target 
enhancing support specifically around HIV (Darbes, Chakravarty, Beougher, Neilands, & 
Hoff, 2012).
Conclusions
HIV prevention efforts for gay and bisexual men in the U.S. could benefit from more 
research and development of couples-based interventions designed specifically for male 
couples. While some interventions can be adapted from existing models, we also need 
research to identify what specifically works for male couples and what makes the biggest 
impact on HIV among MSM in the most cost effective manner. To reduce HIV infections 
among MSM, it is important to address not only individual-level risk among MSM, but risk 
specifically in the context of primary relationships in all their variety. Couples HTC is a 
successful method for identifying HIV-positive persons who were previously unaware of 
their serostatus, identifying serodiscordant couples in need of more targeted biomedical and 
behavioral prevention services, and for facilitating mutual disclosure of serostatus between 
partners. CHTC could provide an entrée for male couples into HIV prevention activities by 
focusing on the couple’ s decision to get tested together as a show of commitment to the 
relationship and taking care of each other. CHTC allows for discussions about monogamy, 
outside partners, and rules around sexual expression with each other and other partners. It 
also allows a couple to choose to follow the tenets of negotiated safety, and provides an 
opportunity to provide more targeted prevention messages and services in the context of 
serodiscordant partnerships. New biomedical advances give couples more prevention tools to 
use, but achieving and sustaining effective drug levels is critical and depends on adherence, 
attitudes and behaviors of partners, and counseling support from clinical and non-clinical 
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providers. More in-depth behavioral support for prevention should be provided for MSM 
most likely to acquire or transmit HIV. But intervention development for gay male couples is 
in its infancy. Thus, as these approaches are launched in the U.S., we also need more 
research and evaluation to understand how to best work with male couples given all the 
complex messages and decisions that accompany combination, high-impact prevention.
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Table 1
Biomedical interventions for MSM couples
TasP PrEP nPEP
HIV Discordanta Yes Yes Yes




Concordant Positive Yes No No
Note: Couples are self-defined by the men and do not imply any specific relationship status or length of relationship
TasP treatment as prevention, PrEP pre-exposure prophylaxis, nPEP non-occupational post-exposure prophylaxis
a
Couples with one HIV-positive partner and one partner who is HIV-negative partner or whose HIV status is unknown. PrEP Guidelines indicate 
that both partners should be tested before initiation of PrEP
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